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Background: Limited information exists on the framework and content of postgraduate education in internal
medicine in Europe. This report describes the results of a survey of postgraduate training in internal medicine
in the European countries.
Methods: Two online questionnaire-based surveys were carried out by the European Board of Internal Medicine,
one on the practice of internists and the other on postgraduate training in internal medicine. The national inter-
nalmedicine societies of all 30member countries of the European Federation of InternalMedicinewere invited to
participate. The responseswere reviewed by internal medicine residents from the respective countries and sum-
maries of the data were sent to the national societies for approval. Descriptive analysis of the data on postgrad-
uate training in internal medicine was performed.
Results: Twenty-seven countries (90%) completed the questionnaire and approved their datasets. The length of
training ranged from four to six years and was commonly ﬁve years. The majority of countries offered training
in internal medicine and a subspecialty. A common trunk of internal medicine was frequently a component of
subspecialty training programmes. Hospital inpatient service was the predominant setting used for training. A
ﬁnal certifying examination was in place in 14 countries.
Conclusion: Although some similarities exists, there appear to be signiﬁcant differences in the organisation, con-
tent and governance of postgraduate training in internal medicine between the European countries. Our ﬁndings
will prove invaluable for harmonisation of training and qualiﬁcation in internal medicine in Europe.© 2013 European Federation of Internal Medicine. Published by Elsevier B.V. All rights reserved.1. Introduction
Internal medicine has been referred to as the cornerstone of the
health care system in Western societies [1]. Internists play a major
role in the diagnosis andmanagement of acute and chronicmedical dis-
orders of adults. Awide spectrum of knowledge and skills equips the in-
ternist with the necessary tools to provide comprehensive care toOfﬁce 14-F, Landspitali — The
Reykjavik, Iceland. Tel.: +354
Competencies Working Group:
ica Cappellini, Mark Cranston,
Ramon Pujol Farriols, Margus
ia Schumm-Draeger, Monique
ion of Internal Medicine. Published bpatients with multiple chronic conditions, which are so frequently ob-
served in the elderly population. However, in many countries in
Europe the fundamental role of internists has been supplanted by phy-
sicians practicing a subspecialty of internal medicine. The medical care
provided by subspecialists has been criticised for being fragmented
[2,3]. In recent years, the migration of physicians has become more
common with the growing inﬂuence of the European Union [4].
European regulations and directives have been created to facilitate
this development with mutual recognition of diplomas and specialist
examinations between member nations (Directive 2005/36/EC of the
European Parliament and of the Council, 7 September 2005, on the rec-
ognition of professional qualiﬁcations). The requirements for qualiﬁca-
tion and certiﬁcation differs among countries and information on
these differences is not readily available. This could potentially cause
problems when certiﬁed internists move to a new country within the
European Union and are expected to be competent in a number ofy Elsevier B.V. All rights reserved.
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dination of postgraduate medical education and qualiﬁcation in Europe
has become more important than ever before.
In the past, qualiﬁcation in internal medicine and other medical
specialties has largely been determined by the time spent on train-
ing. Recently, it has become increasingly recognised that trainees
must demonstrate adequate clinical competence. Reform of training
programmes to meet these requirements have already been made in
several European countries, including the United Kingdom [5] and
the Netherlands [6]. New competency-based curricula have been de-
veloped and methods of assessment have been revised [7–10]. The
European Board of Internal Medicine is devoted to promoting post-
graduate training and qualiﬁcation in internal medicine in Europe.
The core competencies of the internist have already been deﬁned
[11] and current work focuses on characterising additional compe-
tencies. A European Board guidance for training centres in internal
medicine was recently issued [12]. Finally, a European Board exami-
nation in internal medicine was introduced but failed due to poor
attendance [13].
Published information on postgraduate training in internalmedicine
in Europe is very limited [14]. This is somewhat surprising in view of the
extensive literature covering this area in the United States [8,10,15]. A
report from Turkey published in this Journal [16], brought attention to
challenges which are likely to be shared by other European countries
such as the conﬂict between service and education and the lack of an
effective national accreditation body. This report describes the results
of a survey of the organisation and governance of postgraduate educa-
tion in internal medicine in the European countries, carried out by the
European Board of Internal Medicine.
2. Materials and methods
In 2008 and 2009, the European Board of Internal Medicine, which is
formed jointly by the European Federation of Internal Medicine (EFIM)
and the European Union of Medical Specialists (UEMS) Section of Inter-
nal Medicine, launched two online questionnaire-based surveys of in-
ternal medicine in Europe. The ﬁrst survey focused on the practice of
internists and their role within the health care system, and the other
on postgraduate training in internal medicine. A detailed description
of the design and organisation of the surveys and data collection and
veriﬁcation is provided in the report of the survey of the practice of in-
ternists in Europe [17]. In this paper, the results from the survey of post-
graduate training in internal medicine are reported.
2.1. Outline of the survey of postgraduate training in internal medicine
Part 1. General issues
Part 2. Curriculum
Part 3. Assessment and certiﬁcation
The following specialties were considered subspecialties of internal
medicine: allergy and immunology, angiology (vascularmedicine), cardi-
ology, endocrinology and metabolism, gastroenterology and hepatology,
geriatrics, haematology, infectious diseases, nephrology, medical oncolo-
gy, respiratory medicine and rheumatology. These subspecialties were
selected as they are recognised in most European countries. However, it
should be noted that other subspecialties exist in some countries, for ex-
ample clinical pharmacology, sleep medicine and palliative medicine.
All 3 parts of the survey were launched on 5 May 2009. The survey
can be viewed as supplemental materials online at www.ejim.org.
2.2. Data analysis
The European Board of Internal Medicine Competencies Working
Group examined and analysed the data. The data were exported into a
Microsoft Excel® spreadsheet and descriptive analysis performed. Thedata are reported as percent, mean, or median and range. The percent-
ages are rounded off to the nearest whole number. In the presentation
of the data, the number of actual responses to each question is used as
the denominator for calculation of percentages.
3. Results
Twenty-eight national internal medicine societies completed the
questionnaire on postgraduate training, providing a response rate of
93%, and 27 countries (90%) approved their dataset and were included
in the analysis. The response rate for individual questions averaged
85% (range, 30 to 100%).
3.1. Entry and application to postgraduate training programmes
Entry of medical graduates into internal medicine training
programmes was on attainment of a medical degree in 12 countries
(12/27, 44%) and following basic postgraduate training in 11 (41%), usu-
ally a 1 or 2 year internshipwhichwas obligatory inmost cases. Applica-
tion for internal medicine training programmes was at the national level
in 16 of the 24 countries (67%) that responded to this question and local-
ly in 8 countries (8/24, 33%). Selection of trainees was through an exam-
ination in 12 countries (12/27, 44%) and/or an interview in 17 countries
(17/27, 63%). A sufﬁcient number of posts for all internalmedicine appli-
cants were available in 48% (13/27) of the countries in Europe, but there
was a serious shortage (N50%) of training posts in Greece, Italy, Romania
and Slovenia. After acceptance into a training programme, the entire
training required for specialty qualiﬁcation could be completed at the
same institution in 17 countries (17/27, 63%).
3.2. Duration of training
All but one of the 27 countries offered training in the specialty of in-
ternal medicine, the exception being Denmarkwhere internal medicine
has not been considered an ofﬁcial specialty since 2004, when a reform
of postgraduate training in the medical specialties occurred. The length
of training ranged from4 to 6 years andwas 5 years inmore than half of
the countries (16/27, 59%). Twenty-two countries (22/25, 88%) offered
combined training in internal medicine and a subspecialty, while this
was not an option in Lithuania, Portugal and Spain. In such training
programmes, amedian of 4 years (range, 2–6 years)were spent on inter-
nal medicine (Fig. 1a) and 3 years (range, 1–5 years) on the subspecialty
(Fig. 1b). In most countries that responded to this question (18/21, 86%),
the training programmes in internal medicine and a subspecialty were
completed consecutively. The exceptions were Ireland, Israel, and the
United Kingdom,where the training programmeswere run concurrently.
In France, Portugal and Spain, qualiﬁcation as a specialist in internalmed-
icine required 5 years of training and was usually not followed by
subspecialty. In the Netherlands, only internal medicine was ofﬁcially
recognised as amedical specialty, whereas subspecialty trainingwas con-
sidered added qualiﬁcation that was only acknowledged by professional
societies. In Germany, the training structure had recently been changed
to the requirement of a 3-year common trunk in internal medicine for
those who wish to become subspecialists, with 3 additional years
of subspecialty training. Iceland was the only country that did not
offer postgraduate education in the subspecialties of internal medi-
cine which, therefore, had to take place abroad. Eighteen countries
(18/26, 69%) incorporated a common trunk of internal medicine as a
component of postgraduate education in the subspecialities. Austria,
Estonia, Finland, France, Poland, Spain and Turkey did not offer a com-
mon trunk and subspecialty training was not available in Iceland. In
the countries lacking a common trunk, some internal medicine was
usually a feature of the subspecialty training programmes. The duration
of the common trunk ranged from 1 to 4 years with an average of
2.1 years.
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Fig. 1. a. Number of years spent on internal medicine in combined training programmes in
internal medicine and a subspecialty. b. Number of years spent on a subspecialty in com-
bined training programmes in internal medicine and a subspecialty.
Table 1
Learning environment in internal medicine training programmes.
Clinical setting and assignments Percent or number of countries (%)
Proportion of time spent on inpatient care 86%a
Proportion of ward patients classiﬁed as acute
admissions
75%b
Rotation in the intensive care unit required 21 countries (100%)c
Rotation in the emergency ward required 18 countries (86%)c
On-call duties required 24 countries (89%)a
a All 27 countries responded to this item.
b 26 of 27 countries responded to this item.
c 21 of 27 countries responded to this item.
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There was a formal curriculum for specialty education in internal
medicine in 22 of 26 countries (85%) that responded to this question.
A curriculumwas lacking in Belgium, Greece, Iceland and Israel. The na-
tional societies were responsible for the curriculum in 18 countries (18/
23, 78%),whereas theMinistry of Healthwas closely involved in 6 coun-
tries (6/23, 26%). The internal medicine training programmes included
subspecialty rotations in all 25 countries (100%) that responded,
which in some cases were mandatory (Fig. 2). While a rotation in geri-
atric medicine was an option inmany countries, it was only compulsory
in France, Iceland and Turkey. However, most programmes did not de-
ﬁne a detailed training schedule. Table 1 shows the clinical setting
used for training. Inpatient service was the main setting used in most
countries and themajority of patients were admitted with acute illness.0
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Fig. 2. Subspecialty rotations in internal medicine training programmes. Shown are sub-
specialties which are mandatory in some European countries.Intensive care medicine was either an obligatory or strongly recom-
mended component of internal medicine training programmes in
most countries with the average duration being 3.6 months (range, 2–
6 months). A rotation in the emergency ward, averaging 4.4 months
(range, 1–12 months), was included in more than half of the countries.
On-call duties during nights and weekends were required for comple-
tion of specialty training in internal medicine in all countries except
Belgium, Germany and Italy. The average number of days per month
for on-call duties was 4.6 (range, 2–8 days).
The type of supervised clinical work and learning opportunities
available to internal medicine trainees is outlined in Table 2. An average
of 4.3 h (range, 0–10 h) was devoted to formal teaching each week, al-
though this variedwidely between institutionswithin the same country.
In addition, internal medicine trainees were granted ofﬁcial study leave
in 20 countries (20/26, 77%), for amedian of 11 days (range, 3–30 days)
per year in 15 of the 20 countries (75%) that responded to this question.
In several countries, regional or national educational conferences or sym-
posia were organised for internal medicine trainees every year. It was
common for internal medicine trainees to undertake research in 19
countries (19/27, 70%) and this was obligatory in 8 countries (8/27,
30%). There were examples of trainees spending up to one year on
research in several countries, including France, Ireland, Lithuania,
the Netherlands and the United Kingdom. Research was important for
obtaining a permanent post upon completion of training in 19 countries
(19/20, 95%), particularly in university hospitals.
The estimated number of hours that internal medicine trainees in
Europe worked each week was 47.3 on average (range, 35–72 h).
There was a limitation on the number of working hours in 23 countries
(23/27, 85%). Half of the 18 countries that responded to this question,
stated that the limitation of hourswas generally adhered to. The 4 coun-
tries that reported no working time limit were Ireland, Israel, Norway
and Turkey.
3.4. Assessment and qualiﬁcation
Trainees in internal medicine were assessed through formal exami-
nations and reports from supervisors (Table 3). Assessments were
commonly made at the conclusion of training but some countries
conducted periodic assessments, including Finland, Iceland, Italy, the
Netherlands and Spain. Trainees were expected to achieve competence
in performing certain procedures in all countries except Finland,Table 2
Supervised clinical activities and learning opportunities in internal medicine training
programmes.
Type of supervised clinical activity
and learning opportunity
Number of countries (%)
Teaching rounds 27 (100%)
Supervised outpatient care 18 (67%)
Audit meetings 9 (33%)
Morbidity and mortality rounds 12 (44%)
All 27 countries responded to each of these items.
Table 3
Methods of assessment in internal medicine training programmes.
Type of assessment Number of countries (%)
Report from supervisors 24 (89%)a
Formal examinations during training 21 (78%)a
Ascertainment of competence in performing procedures 23 (89%)b
Certifying examination at completion of training 14 (67%)c
a All 27 countries responded to this item.
b 26 of 27 countries responded to this item.
c 21 of 27 countries responded to this item.
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become a certiﬁed specialist in 14 of 21 countries (67%) that responded
to this question. There were other speciﬁc requirements in individual
countries, for example comprehensive assessment 12 months before
completion of training aimed at identifying any outstanding areas in
the United Kingdom and Ireland, and an elaborate portfolio that includ-
ed all formal assessments in the Netherlands.
3.5. Governance
Only 9 countries responded to the question “Which authoritative
body was responsible for postgraduate medical education?” and of
those, 8 (89%) reported universities as carrying this responsibility. In
the Netherlands and the United Kingdom, this role belonged to a post-
graduate institute. In some countries, the governance of postgraduate
training varied between regions. In Germany, for instance, there are 15
states, each of which had its own board responsible for overseeing and
regulating the training of physicians. In Greece, the Ministry of Health
was responsible for the training programmes, examination and certiﬁ-
cation for all medical specialties. In Latvia, specialty certiﬁcation re-
quired documentation of completion of training from the Latvian
Medical Association. In 7 out of 17 countries (41%) that responded,
medical chambers run by the profession ascertained specialist qualiﬁca-
tion and issued a diploma. In the remaining countries, specialist di-
plomas were issued by a national authority.
4. Discussion
The results of the survey of postgraduate education in internal
medicine in Europe demonstrate some similarities as well as signiﬁ-
cant differences in the framework, content and governance of train-
ing between individual countries. The length of internal medicine
training was broadly comparable, averaging 5 years. Most countries
offered training in internal medicine followed by a subspecialty,
and a common trunk of internal medicine was required for training
and qualiﬁcation in the subspecialties in the majority of countries.
Hospital inpatient service was the predominant setting used for
training.
Even though it was common for physicians inmany European coun-
tries to train in both internal medicine and a subspecialty, in several
countries, including France, Portugal and Spain, internal medicine
was still a dominant specialty requiring 5 years of training which are
usually not followed by a subspecialty. Moreover, the requirement of a
2- or 3-year common trunk of internalmedicine in subspecialty training
programmes in many countries in Europe reﬂects the necessity to en-
sure a broad competence of these physicians. Thus, the promotion of a
common trunk by professional organisations [18,19] appears to have
gained momentum.
A formal curriculum for postgraduate training in internal medicine
was in place in most European countries and the national internal med-
icine societies were frequently responsible for its content. Interestingly,
inpatient service remained themain setting used for training in internal
medicine with only about 15% of the time devoted to ambulatory care.
This suggests that recent changes in medical practice and hospitalservices aimed at avoiding inpatient admissions, increased patient
ﬂow and a reduced length of stay [20] have not been accompanied by
a reform of training programmes. Inpatient rotations have traditionally
been themain feature of internal medicine training. One possible expla-
nation for limited exposure to ambulatory care is that internal medicine
is predominantly a hospital specialty. This notion is supported by our
survey of the practice of internists [17], demonstrating that themajority
of internists are hospital-based. This trend is best exempliﬁed by the de-
velopment of acute medicine as a separate subspecialty in the United
Kingdom [3].
The survey showed that rotations in emergency medicine and in-
tensive care medicine were common features of internal medicine
training programmes and that on-call duties during nights orweekends
were required for completion of training in the majority of the coun-
tries. These assignments must be considered important components
of modern training programmes in internal medicine. It is noteworthy
that while rotations in the subspecialties of internal medicine were
commonly a feature of training programmes, a rotation in geriatric
medicine was mandatory in only 3 countries. Future internists will un-
doubtedly play amajor role in providing comprehensive care to the rap-
idly growing ageing populationwhich is frequently affected bymultiple
chronic conditions and polypharmacy. In fact, this monumental task
may require contribution from the entire internal medicine workforce,
including subspecialists. Therefore, it is important that all internal med-
icine trainees receive adequate training in geriatric medicine with em-
phasis on interdisciplinary team approach and multidimensional
assessment, using standardised tools to evaluate key domains such as
functional status, cognitive ability, medication use and social support
[21,22]. It could be argued thatmore emphasis should be placed on out-
patient medicine and chronic disease management which would be in
line with current trends in health care delivery.
In addition to supervised clinical work, some formal learning ac-
tivities occurred each week in most training programmes although
the magnitude appeared quite variable, even within the same coun-
try. Furthermore, trainees in many countries got time off for a study
leave. Learning activities generally did not appear to be well deﬁned,
however. The minimum requirement of formal teaching should be
deﬁned and preferably should comprise a variety of methods such
as lectures, problem-based sessions and self-assessment study mod-
ules. In addition, it was common for internal medicine trainees to un-
dertake research and this was compulsory in some countries.
Unfortunately, there was a tendency for service demands to dominate
over the educational needs of trainees. This calls for improvement as a
proper balance between clinical work and educational activities is an
essential feature of postgraduate training programmes in internal
medicine.
The European Working Time Directive has reduced the number of
hours that internalmedicine traineeswork. The overwhelmingmajority
of European countries had a working hour limit in place though only
half of the countries adhered to the limit. It may be a challenge to pro-
vide the necessary patient exposureswithin the conﬁnes of theworking
time limit in order to ensure adequate clinical experience. Hence, rely-
ing solely on the duration of training for qualiﬁcation may be even
less reliable than in the past. Recent emphasis on competency-based
postgraduate medical education rather than the traditional time-based
approach may facilitate overcoming this obstacle [7–10]. In fact, well-
deﬁned competencies should be a fundamental component of all post-
graduate training programmes in internal medicine and trainees should
be assessed with respect to these competencies. One option would be a
common competency-based core curriculum in Europe with additional
features relevant to clinical practice in individual countries. The Spanish
Society of Internal Medicine has recently proposed a series of compe-
tencies for the European internist [23]. Such initiative by individual
countries is an important contribution to the harmonisation process
that has been advocated by professional internal medicine organisa-
tions in Europe [11].
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ments used in training programmes across Europe. The assessment
methods most commonly used were formal examinations and reports
from supervisors but competency-based assessmentwas scarce. Assess-
ment of a broad range of competencies may prove useful for determin-
ing the qualiﬁcation of graduates of training programmes in internal
medicine. TheNetherlands [9] and theUnited Kingdom [24] have devel-
oped advanced assessment systemswhich are based on deﬁned compe-
tencies and are used for thorough evaluation of trainees prior to
completion of training. A ﬁnal certifying examination was in place in
themajority of countries that responded to this question. Examinations
remain an important assessment strategy in many countries. However,
examinations have been a constant matter of debate, including
whether attendance should be voluntary or obligatory. The key
attributes of a satisfactory trainee relate to knowledge, skills and at-
titudes. While skills and attitudes can be measured by assessment of
clinical performance, examinations remain the best way to assess
knowledge. In spite of a previous failed attempt to establish a com-
mon European examination in internal medicine [13], we believe
that such examination would be an important component in the
harmonisation of the qualiﬁcation of internists in Europe. Unfortu-
nately, European examinations in the medical specialties have
been criticised for not bearing any legal status and for not being
recognised in individual countries in Europe [25].
The low response rate to the questions related to supervision of
postgraduate medical education may suggest that governance is poorly
developed in many European countries. Universities were responsible
for postgraduate training in several countries but it is unclear if this re-
ﬂects responsibility toward individual training programmes or oversee-
ing postgraduate medical education in a region or a country. A national
authority or a professional body,most frequently theMinistry of Health,
issued a specialist certiﬁcate in most of the countries that responded.
The governance of postgraduate medical education should be the re-
sponsibility of a national authority with support from academic institu-
tions and professional societies, with the latter bodies contributing
heavily to the content of the training programmes.
This survey is important as it is the ﬁrst attempt to generate infor-
mation on postgraduate education in internal medicine in Europe.
Such information has become particularly important because in-
creasing migration of physicians between countries in Europe has
called for coordination of postgraduate training and qualiﬁcation of
physicians. However, the survey is associated with several notable
limitations. The responses to the questionnaire were not based on in-
formation generated by systematic inquiry but rather the general
knowledge of leaders of national internal medicine societies. In addi-
tion, there may be regional differences within countries in the orga-
nisation and governance of training programmes but it is unlikely
that these will have had a signiﬁcant impact. The contribution of
the internal medicine trainees was useful as it enabled us to verify
ambiguous responses from the national societies. Despite the limita-
tion of the methodology, we believe that the information on post-
graduate internal medicine training in the European countries is
reasonably accurate. It could be viewed as a downside that 4 years
have passed since this survey was launched as changes may have oc-
curred since then. A considerable part of this time was spent on com-
pleting and verifying the datasets that were approved by the national
societies in 2011. Thus, we believe that the survey provides a fairly
good picture of the current situation in each country.
In conclusion, there appear to be some similarities as well as sig-
niﬁcant differences in the structural framework, content and gover-
nance of postgraduate training in internal medicine between
individual countries in Europe. Harmonisation of the curriculum of
training programmes and the requirements for specialty qualiﬁca-
tion in internal medicine in Europe would be highly desirable. The
data generated by this survey will prove valuable for this important
mission.Learning points
• The length of internal medicine training in the European countries
ranges from 4 to 6 years and is commonly 5 years.
• A 2- or 3-year common trunk of internal medicine is a component of
subspecialty training programmes in most countries in Europe.
• Hospital inpatient service remains the predominant setting used for
training in internal medicine in Europe.
• A ﬁnal certifying examination is in place in approximately half of the
countries in Europe.
• It should be feasible to harmonise training and qualiﬁcation in internal
medicine in Europe as has been proposed by professional organisa-
tions in recent years.Conﬂict of interests
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